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MENTAL ILLNESSES IN THE ASIAN POPULATION 
LAUREN LEE 
ABSTRACT 
This thesis traces the history of mental health over various populations, with a strong 
emphasis in the Asian and Asian American communities. This thesis explores how 
mental health services have changed over time. In most countries, mental health 
awareness has been increasing, which has been making a positive impact on its health 
care system. It is interesting to study how the quantity and quality of health services have 
also increased. By looking at studies on the differences of cultural impact, taboo, and 
generational disparities, a greater understanding can be made on the health needs of the 
Asian population. This thesis finds that amidst generational differences, Asian Americans 
are still strongly influenced by their native culture. By educating and understanding the 
cultural differences between patients and practitioners, a more efficient model for mental 
health care services can be created. 
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INTRODUCTION 
 
 For decades, mental disorders have not been properly addressed. Government 
funding has been low and more often than not, psychiatric issues have often been 
ignored. This lack of focus on mental health has been highly augmented in Asians 
globally as well as Asian Americans trying to assimilate into the United States. It is not 
until recently that both the government and general population have started to place more 
importance is tackling the field of psychiatry. Unfortunately, because this field is 
relatively new, there is not much data or research available. This limits the public from 
finding trends or making connections between various variables. This holds particularly 
true for the Asian community. Only recently there has been an increased attention in 
recognizing how changes in mental healthcare services can have an effect on different 
ethnic groups.  
 The specific aims of the study are: 
1. To characterize the perception of mental illnesses in various cultural 
contexts 
2. To assess the changing perception of mental disorders in the Asian 
population 
3. To address the need of increasing awareness of mental health care  
Through this study, we hope to gain a deeper understanding about the effects of 
increasing awareness and availability of mental health care services in the Asian 
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population, ultimately leading to earlier diagnoses alongside more effective treatment 
plans.
 3 
DISCUSSION  
 
According to American Psychiatric Association’s (APA) Diagnostic and 
Statistical Manual of Mental Disorders (DSM), mental disorder is described as: 
A clinically significant behavioral or psychological syndrome or pattern 
that occurs in an individual and that is associated with present distress 
(e.g., a painful symptom) or disability (i.e., impairment in one or more 
important areas of functioning) or with a significantly increased risk of 
suffering death, pain, disability, or an important loss of freedom. In 
addition, this syndrome or pattern must not be merely an expectable and 
culturally sanctioned response to a particular event, for example, the death 
of a loved one (American Psychiatric Association, 2013).  
However, this description of mental illnesses is not necessarily definitive for there are 
many methods of categorization of mental disorders (Surís, Holliday, & North, 2016). 
Because there are a wide variety of models available, many controversies still exist 
(Hyman, 2011). In the United States, diagnoses are often made based on the 
aforementioned DSM model. DSM classifies mental disorders by listing diagnostic 
criteria for all recognized psychiatric disorders in the United States (American 
Psychiatric Association, 2013). Clinicians not only use DSM as a tool to make diagnoses, 
but other various health officials use DSM to relate and communicate statistics regarding 
mental disorders (Guze, 1992).  However, in other parts of the world, the International 
Classification of Diseases (ICD), a standard created by the World Health Organization 
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(WHO), is used as a classification tool for all diseases, including psychiatric disorders, 
and serves as an analytical tool to assess the incidence and prevalence of particular 
diseases (World Health Organization, 1992). Nevertheless, these two models utilize the 
causality model. Both DCM and ICD are used to make specific prognoses after analyzing 
the presence of certain symptoms . Contrasting these two models of causality is the 
Research Domain Criteria (RDoC). With this newer model, diagnoses are made based on 
“a scientifically model of neural circuitry” (Lilienfeld & Treadway, 2016). RDoC focuses 
on the scientific basis of mental diseases, not on diagnostic criteria, which includes but is 
not limited to physical symptoms (Haslam, Holland, & Kuppens, 2012). Currently, DCM, 
ICD and RDoC all have their individual challenges and limitations. Nevertheless, all 
three models aim to build a system where a definitive diagnosis can be made. Thus, the 
most informative form of classification should be from an incorporation of these various 
perspectives (Lilienfeld & Treadway, 2016). This, in effect, can be used as a platform to 
discuss all aspects of the disease, which includes but is not limited to epidemiology, 
advances in research, and pharmokinetics. 
 Mental illnesses in most Westernized countries, excluding Asia, have seen drastic 
positive progression in illness perception within the past hundred years. There has been a 
rapid increase in awareness, which in turn has lessened the severity of the stigma that has 
previously been attached to mental disorders (Lebensohn, 1980). Likewise, awareness 
has paved a way for advancements in psychiatry through the influx of resources and 
government funding (Lebensohn, 1980). In effect, normalizing psychiatric disorders has 
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allowed for increases in the quantity and quality of mental services available. Such 
examples of change can be seen in England and the United States of America. 
Generally speaking, before the establishment of the Mental Health Act in 1959, 
mental health services in Great Britain were provided through the 1890 Lunacy Act. In a 
study about the history of mental health in England by Turner et al. (2015), fifteen 
speakers, from policymakers to scientists, were asked to reflect on their experiences in 
efforts to stitch together a modern history of mental health services. Although the sample 
was not representative, these fifteen speakers provided adequate recollections and insight 
of their time as professionals in their respective fields. Turner et al. (2015) have found 
that the collected works by physicians, mental service users, and the government, in 
general, have allowed for the positive change in the quality and accessibility of mental 
health services England experiences today. The catalyst for this kind of change began 
with the 1959 Mental Health Act and the 1962 Hospital Plan. Both policies helped pave 
the road for reorganizations in psychiatric care, allowing for critical restructuring of the 
National Health Service (NHS). These government actions led the movement of care into 
larger hospitals. However, even after following these new measures, the quantity of 
resources did not increase immediately. Rather, the preexisting services were deemed 
inadequate and proper reorganization of the NHS did not readily appear until the early 
1980’s (Turner et al., 2015). Major changes from the reorganization were most visible in 
the late 1990’s and early 2000’s. Government spending on mental health increased 
dramatically and psychiatric care became a priority in the NHS Plan. Alongside the 
changes made by government, the patients’ journey to accessing health services, the 
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patients’ expectations of treatment, and the diversity of problems addressed by health 
professionals shifted towards a favorable direction (Turner et al., 2015). Interestingly, 
Table 1 shows that over the past 60 years, there has been a decrease in mental health 
inpatients alongside an increase in outpatients. Nonetheless, Table 1 shows that the 
amount of patients have generally increased over time, which can correlate with an 
increase in services available, especially since Table 1 also reveals that the amount of 
health officials increased over the past 60 years.  
 
 
 
Table 1: Comparison change in English mental health services. Adapted from 
Turner et al., 2015. 
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In the United States, Dr. J.M. Mosher established the first psychiatric unit in 
1902. This unit was widely successful and Dr. Mosher’s efforts did not go unnoticed. 
However, because of the lack of lobbying by mental health advocates, the deeply rooted 
prejudices the general public had had in treating the mentally ill prevented the growth in 
the quantity of psychiatric units (Lebensohn, 1980). It was not until after World War 2 
that the most radical changes in mental health services occurred. The country shifted care 
from the community to larger hospitals and was faced with the efficacy of treating 
psychiatric patients in hospitals. Up until 1970, there were little specializations in 
medicine and many interactions between patients and doctors took place at the patients’ 
homes. However, after the introduction of Medicare, increased hiring of residents, and 
rising reputations of physicians, the focus on specialized healthcare skyrocketed and a 
slow, but positive effect could be seen in mental healthcare (Marmor, 1970). More 
specifically, the increased receptiveness by hospitals of psychiatric patients can be seen 
through the increase in available psychiatric beds in general hospitals, as seen in Figure 1 
(Lebensohn, 1980). 
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Before the 1960s, families cared for the mentally ill. As health services became 
more abundant and accessible, the responsibility of caring for the mentally disabled 
moved from families to government-funded institutions. Unfortunately, this shift in 
medical care from homes to hospitals did not equate to proper diagnoses and treatment of 
the disorders (Koran et al., 1989). More often than not, these hospitals simply served to 
alleviate symptoms, rather than discovering and treating the root of the problem (Druss, 
2002). However, things took a turn for the better after the 1963 Community Mental 
Health Center Act (CMHC). Through this act, there was a greater spotlight on mental 
health treatments and it became something that the country actively sought after. 
Unfortunately, this act of positive intention too went unnoticed due to low funding, poor 
Figure 1: Correlation between the number of psychiatric beds in general 
hospitals and year. Adapted from Lebensohn, 1980. 
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organization, and a focus on the social impacts of mental illnesses rather than a focus on 
the medical impacts of it (Sharfstein, 1978). Ultimately, it was not until 1977 when the 
American Association of General Hospital Psychiatrists was instituted that America saw 
an increase in psychiatric units in hospitals alone. 
 Other roadblocks still lie ahead in advancing the field of psychiatry. Today, in the 
United States, there are two dichotomous models of managing mental health (Druss, 
2002). In one model, primary healthcare providers diagnose and treat common and mild-
natured mental illnesses. If a more severe mental illness is suspected, the primary 
physician will then refer the patient to a specialist. Although this trends tries to be 
integrative, this model comes with a few problems. First, this model expects primary care 
providers to treat prevalent illnesses. This can be problematic because the symptoms the 
patients present may be mixed and can fail to fit neatly into DSM (Care & Medicine, 
1996). This can, in turn, lead to misdiagnoses or faulty treatment plans. Likewise, 
increasing the dependence on general practitioners in treating common illnesses forces 
specialists to work off of referrals alone. In the second model, the primary care physician 
is entirely removed from the diagnoses process. Rather, outside parties, such as nonprofit 
organizations focused on mental health issues, suggest to potential patients the need for 
specialists. Unfortunately, this too can be questionable. While aiding in early detection of 
disorders and increasing the quantity of diagnoses, it might, at the same time, decrease 
the quality of care, especially with more complicated cases (Druss, 2002). Additionally, 
using outside parties to decrease prevalence of mild mental disorders require a large 
amount of funding and resources, requiring health officials to curb focus from elsewhere.  
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 All in all, evolution of mental healthcare in the United States has mimicked the 
“punctuated equilibrium” model (Ayala, Ayala, & Avise, 2014). The US has seen periods 
of quick and drastic changes alongside periods of slow movement. Nevertheless, constant 
revisions in the methodology to best diagnose and treat mental disorders are still 
currently being made in efforts to combat a common health concern. As such, the focus 
on general hospital psychiatry has been increasing and this increase in attention can be 
attributed to the public’s widened acceptance of mental diseases and their call for 
reformation of it (Lebensohn, 1980). 
 Unassumingly, the general perceptions of mental illnesses by Asian countries are 
different. Asian populations tend to be a little bit more private. The culture is more 
family-oriented and centered around the running reputation of household names. There is 
strong order to familial hierarchy; elders are deemed to be most wise and correct. Respect 
is heavily weighted. Many social issues are not discussed. Most Asian countries are 
socially conservative and view many new ideas as taboo, which include but is not limited 
to tattoos, sexuality, and interracial marriages. As a result, there is less information 
regarding mental disorders in Asia because it is simply not talked about (Chen et al., 
2005). Fortunately, younger generations have been tapping at the glass ceiling and 
bringing forth controversial topics into discussion. Such movements can be seen in 
Singapore and Korea. 
 Singapore is a unique country in that it has a mix of Asian cultures, which include 
but are not limited to Chinese and Malaysian. It has also been under British colonial rule 
for over a hundred years. As such, Singapore’s primary language is English and has been 
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heavily influenced by western civilizations. Due to the mixed nature of this county, 
Singaporeans readily mix the use of western medicine and eastern medical practices 
(Yang et al., 2015). As a result, it is interesting to study how a country infused with 
various cultures tackles mental health.  
Chronic pain is an illness that requires the combined help of various healthcare 
professionals, including those practicing mental healthcare. More specifically, 
psychological treatments can aid in lessening the severity of chronic pain and help 
patients in maintaining a more positive lifestyle (Morley, 2011). Cultural differences play 
a major part in how many people view illnesses and in determining how these people 
react and choose treatment plans (Markus & Kitayama, 1991). Likewise, cultural 
differences can determine the extent to which patients’ actually adhere to treatment plans 
(Bishop, Yardley, & Lewith, 2008). In a study by Yang et al. (2015), a thematic analysis 
has been conducted and the results are depicted in Table 2. Table 2 shows the main and 
sub themes that appeared while analyzing why or why not patients seek psychological 
treatment for chronic pain in Singapore. This study found that many participants expected 
health professionals to make quick diagnoses and treatment plans. However, delays and 
lack of communication led patients to become irritated by this process. Likewise the 
study found that personal attitudes played a major part in a patient’s decision to seek out 
psychological help. Some participants chose to resist consuming any type of medication 
until it was imperative to do so due to personal beliefs. Others had a hard time 
understanding how psychological treatments could be beneficial and could not find value 
in paying for such services. Some subjects stated that they choose not to seek 
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psychological help because Medisave, a national medical savings plan, did not cover for 
it. Many also found paying directly for medication to be more crucial and beneficial over 
therapy sessions (Yang et al., 2015). Interestingly, after mental health services were 
provided and sought, many participants concluded that psychological treatment is indeed 
effective and provides meaningful ways to manage chronic pain. Additionally, 
participants believed that increasing awareness in the community could be beneficial and 
can encourage others to seek such treatments. Unfortunately, many drawbacks exist in 
this study, downplaying the results. One would be the sample size. With only 15 
participants, it is difficult to determine with certainty the affect of cultural differences on 
pursuing mental healthcare. 
 
 
Table 2: Themes and subthemes in seeking psychological treatment for chronic 
pain in Singapore. Adapted from Yang et al., 2015. 
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A study by Lu et al. (2014) also explores the effect of cultural differences on 
mental health. The study was based on the National University Hospital of Singapore and 
looked at rumination, “the tendency to focus passively and repetitively on one’s 
symptoms of depression and on the possible causes and consequences of those symptoms 
without taking action to relieve them” (Nolen-Hoeksema, 1991). 110 participants 
responded to 3 surveys: the Illness Perception Questionnaire-Revised (IPQ-R) which 
rates illness perception, the Stress Reactive Rumination Scale (SRRS) which measures 
the participants’ rumination to life stressors, and the Depression, Anxiety and Stress 
Scale- 21 (DASS- 21) which reveals the degree of severity of negative symptoms. Lu et 
al. (2014) have concluded that misconceptions regarding illnesses, mental diseases 
included, need to be broken in efforts to break patients out of their pessimistic beliefs. By 
educating patients on the effects of maladaptive rumination, health professionals can help 
diminish depressive symptoms. However, it is important to note that this study is limited 
by the small sample size and due to the fact that the IPQ-R, SRRS and DASS-21were 
self-administered.  
Similar to Singapore, there has always been a low utilization of mental health 
services in South Korea. There has also been a steady increase in the prevalence of 
depression (W. Kim et al., 2016). Due to the resistance to mental treatments, this could 
mean that the depressive symptoms can intensify and if left untreated, lead to suicide 
(Zvolensky et al., 2016). Likewise, as shown in Figure 2, suicide rates in South Korea 
have been generally increasing for all age groups (Chan et al., 2015). More specifically, 
Figure 2 shows that there is a negative correlation between suicide rates and urban 
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density. As cities become less urbanized, there is an increase in suicide rates. Figure 2 
also shows that age has an effect on suicide. Older populations generally have a higher 
rate of suicide. Chan et al. (2015) explores the possible reasons for these correlations. 
Due to industrialization and urbanization, many young South Koreans have moved into 
the city (Kwon & Jun, 1990). However, elders are often left behind and thus, the 
demographic of those remaining in the countryside has been changing. The populations 
of these less-urbanized cities are aging and are without support from their children and 
grandchildren. Thus, many elders residing in the country live below the poverty line and 
these characteristics can help explain the increase in suicide rates of this specific 
demographic (Ito & Rose, 2010).  
Psychiatric disorders are of interest because they can lead to social and physical 
disabilities over time. The severity of the symptoms of psychiatric disorder can be 
diminished if medical help is received early on. In a study by U.N. Kim et al. (2016), it 
has been shown that participants who consistently attended outpatient clinics had a 
“lower risk of downward mobility compared to patients with irregular outpatient clinic 
use.” Unfortunately, because these services often remain unutilized by South Koreans for 
various cultural reasons, the rate of untreated mental disorders remain high and continues 
to be a pressing issue in the country today. 
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It is also of interest to explore the perception of mental illnesses by Asian 
Americans. Although many Asian Americans have been living in the United States for an 
extended amount of time, they often hold similar views of mental illnesses as Asians 
living back in their native countries. Various factors can influence how Asian Americans 
react to psychiatric symptoms. Because immigrant parents have raised most Asian 
Americans, the impact of their native culture is strong. Thus, Asian culture is heavily 
weaved into the lifestyle of many. Likewise, many Asian Americans are raised in niche 
Figure 2: Suicide rates of various age groups in different geographical location 
over time in South Korea. Adapted from Chan et al., 2015. 
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communities. They are often raised in environments where many other Asian Americans 
live. They typically receive physical, emotional, and spiritual support from those of the 
same race. As a result, they are introduced to fewer cultures and lack knowledge about 
topics that remain taboo in their native cultures, including those about mental illnesses.  
 A study by Roberts et al. (2015) reflects the conflict that many Asian Americans 
have with mental health. The study explores depression among Asian Indian (AI) women 
in Central California. Asian-Indians (AIs) are a great group to study because it is a major 
minority group in the United States (U. S. Census Bureau, n.d.). However, it is important 
to note that the AI community is built up of many subgroups, especially when looking at 
the various different religious upbringing, such as Punjabi Sikh AIs and Hindu AIs 
(Yoshihama, Bybee, & Blazevski, 2011).  
AIs are faced with the common challenges of most immigrant groups. First 
generation AIs face challenges in settling into a new country where almost everything is 
new and different. They are forced to assimilate to a new environment. Their interactions 
and communication with others are limited because their English proficiency is typically 
very low (Yoshihama et al., 2011). This could mean that AIs may have a more difficult 
time in accessing and learning about the American health care system (Yoshihama et al., 
2011). They are also often faced with discrimination and immediately labeled as a 
minority.  
AI women are specifically of interest because of the various levels of 
discrimination they face on a daily basis. Not only are they a minority due to their 
ethnicity, they are also often suppressed by their male counterparts (Masood, Okazaki, & 
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Takeuchi, 2009). The inequality of gender discrimination runs deep in the Indian culture 
and continues to play a role even after women immigrate to the United States. Many AI 
women often immigrate after marriage and are expected to be solely focused on running a 
household (Masood et al., 2009). Even while living in the United States, AI women are 
found to be under the control of their extended family living back home in their native 
country (Walton-Roberts, 2015).  
Interestingly, even second-generation AI women are placed under cultural stress. 
However, unlike first generation AI immigrants, second-generation AI women struggle 
with managing their cultural values (Roberts, Mann, & Montgomery, 2015). Because 
second-generation women have been born and raised in the US while still under the care 
of their first-generation Indian parents, they often struggle to find a balance in meshing 
together American and Indian values (Roberts et al., 2015). Like most other Asian 
Americans, second-generation AIs are typically raised to protect their family name and 
place great importance on their family’s opinion. They are taught that status is important. 
As a result, they often make decisions out of fear of social reputation (Walton-Roberts, 
2015).  
AI women may report less cases of depression because they have a difficult time 
recognizing the symptoms or simply because they are scared to address it due to cultural 
stigma (Roberts, Mann, & Montgomery, 2016). Rather than being diagnosed with a 
mental disorder, many may choose to alleviate the physical symptoms instead (Roberts et 
al., 2015). Because AIs place high value in maintaining honor and respect for their family 
name, many may refuse psychiatric treatment. This becomes an issue because failure to 
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treat mental illnesses can lead to an escalation in the severity of the symptoms. In effect, 
AIs can experience isolation from the community they had initially wanted to protect 
(Ekanayake, Ahmad, & McKenzie, 2012).  
The study by Roberts et al. (2015) focuses on how the stigma of mental health in 
AI communities and the social and private expectations of individuals influence the rate 
of depression. As seen in Table 3, a diverse group of 350 AIs were sampled. The sample 
not only included first and second generation AIs, but also those with a wide variety of 
marital statuses and cultural views. All participants filled out various questionnaires, 
available in Punjabi and English, and the results were analyzed. For those who associated 
themselves as second-generation AIs, Roberts et al. (2015) have found that the rate of 
depression was higher in those who partook in the study in Punjabi as compared to those 
who answered in English. However, as seen in Table 4, it is of interest to note that those 
who took the survey in Punjabi had different themes correlated with depression than 
those who took the survey in English. The data shows that those who completed the 
survey in English were more likely to be depressed due to stress regarding ideal family 
size, negative religious coping, and/or anxiety. On the contrary, those who completed the 
survey in Punjabi correlated depression with age married, age at first pregnancy, attitudes 
towards women, and anxiety. 
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Table 3: Sample of Asian Indians used in depression study. Adapted from Roberts 
et al., 2015. 
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Table 5 further explores the reasons for depression in the AI community and 
groups these reasons into various themes. The themes are then broken down into 
subtopics, as shown on the right side of Table 5, to distinguish the differences between 
Punjabi and English speaking AIs. However, even with these differences, the general 
influences of families and culture on the wellbeing for both parties are clearly outlined. 
 
Table 4: Characteristics correlated with depression for those who took survey in 
Punjabi vs. those who took survey in English. Adapted from Roberts et al., 2015. 
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There are many generational differences between those who took the survey in 
Punjabi and those who took the survey in English. Oftentimes, those who participated in 
English expressed having conflicts with their families when trying to balance out 
different cultural and generational differences. They had difficulty aligning their beliefs 
with just one country. They struggled to live up to their community’s expectation and 
maintain their family’s reputation while being exposed to newer and more liberal 
discussions in the United States. On the other hand, women who participated in Punjabi 
felt limited by their language and in effect, interacted very minimally outside their 
community.  
Table 5: Qualitative themes in cause of depression for American Indians. Adapted 
from Roberts et al., 2015. 
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All in all, anxiety and depression were reported to be higher in women who took 
the survey in Punjabi. However, all AI women had higher levels of anxiety when 
discussing their community. They all feared having a bad reputation and being gossiped 
about. This study by Roberts et al. (2015) shines light into the mental health disparities 
that exist in immigrant groups. Due to specific cultural expectations, wariness of 
communities, and stigma of mental health, it may be difficult for immigrants to openly 
access mental health care treatment (Roberts et al., 2015). 
An even more focused study on the lack of utilization of mental health services by 
specific ethnic minorities can be seen in a paper published by Le Meyer et al. (2009). 
Because cultural beliefs are heavily engrained in Asian Americans, they may choose to 
use other discrete forms of care or services to tackle mental health issues (Le Meyer et 
al., 2009). These forms of alternative care may be in direct competition with psychiatrists 
and as a result, Asian Americans may feel like they do not have a need to visit physicians 
who practice western medicine. This study specifically pulls data from the National 
Latino and Asian American Study (NLAAS) and splits up a sample size of 378 Asian 
Americans with mental disorders into 2 categories, those who were born in the United 
States and those who were born elsewhere. This grouping is beneficial in recognizing the 
quantitative differences in mental heath care service utilization. 
Le Meyer et al. (2009) have found that whether an Asian American speaks 
English or not, individuals born in the United States will use specialty mental health 
services at double the rate, as shown in Table 6. Likewise, Table 6 reveals that U.S. born 
participants generally have higher rates of use of both primary and alternative care. 
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Table 6: Characteristic and service use based on nativity status. Adapted from Le 
Meyer et al., 2009. 
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Table 7 presents specific associations for U.S. born and foreign born Asian 
Americans. For U.S. born individuals, Table 7 reveals that participants who utilize 
primary care are more than 10 times more likely to use specialty mental health care 
services. Similarly, those with high English proficiency were much more likely to utilize 
specialty mental health care services. On the other hand, those with low English 
proficiency were much less likely to utilize specialty mental health care services. 
However, there were contradictory results in a study by Abe-Kim et al. (2007). Table 8 
shows that proficiency in English did not determine the frequency of mental health 
service use. Thus, it is difficult to directly correlate English-language proficiency with 
service use. 
Foreign-born Asian Americans presented striking data that relate the age of 
immigration with the use of mental health care services. As Asian Americans immigrate 
to the United States at an older age, the probability of utilizing mental health services 
decreases (Le Meyer et al., 2009). Interestingly, in the study by Le Myer et al. (2009), the 
trend remained the same regarding English proficiency for foreign-born Asian 
Americans. As English proficiency increased, the use of mental health services increased. 
As English proficiency decreased, uses of alternative services by immigrants were 
negatively correlated with the use of western mental health services. However, as 
aforementioned, other studies have shown that language proficiency does not associate 
neatly with service use. Nonetheless, Asian American born in the United States were 
much more likely to use mental health services when compared to immigrant Asian 
Americans (Le Meyer et al., 2009). 
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Table 7: Logistic regression for predictor of mental health service use based on 
nativity status. Adapted from Le Meyer et al., 2009. 
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Lack of mental health service utilizations may be due to various causes. Data 
shows that foreign-born Asian Americans are not forgoing medical services entirely (Le 
Meyer et al., 2009). Rather, they are choosing to use alternative amenities. This may be 
due to the fact that these alternative services employ personnel who speak their native 
language (Le Meyer et al., 2009). This will, in turn, make it easier for the patient to 
discuss and articulate the problems they may be facing (Takeuchi, Sue, & Yeh, 1995). On 
the other hand, U.S. born Asian Americans may be more open to utilizing mental health 
services because they have a higher acculturation level (Le Meyer et al., 2009). They may 
be more willing to use different forms of services because they are able to clearly 
communicate in English with healthcare professionals. Additionally, they may have an 
easier time discussing the effectiveness of current treatment regimens and addressing the 
symptoms that remain from their mental disorder. 
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Although limitations, such as self-reported data and sampling of limited ethnic 
groups, remain with the Le Meyers et al. (2009) study, it can be supported that disparities 
exist even within the Asian American population. The use of services changes with each 
generation of a minority population. Overall, underutilization of services is common and 
there needs to be continued efforts to increase awareness of mental health (Le Meyer et 
al., 2009). It may also be beneficial to connect alternative service providers with mental 
health care professionals (Le Meyer et al., 2009). A closer look at the differences of 
Table 8: Mental health service use over 12 month period among Asian 
Americans. Adapted from Abe-Kim et al., 2007. 
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mental health service use between different generations can be examined through the 
study by Abe-Kim et al. (2007). It is difficult to assess the need of mental health care 
services when faced with different needs of subsequent generations. The need of 
immigrant-born Asian Americans can be gravely different from that of third-generation 
Asian Americans. Each generation has a different response and affinity to their culture. 
The cultural barriers present for a first-generation will be distinct to that community. 
They are often faced with a stronger tie to cultural stigmas, lack of language match, and 
lack of understanding (Uba, 2003). Abe-Kim et al. (2007) focuse on these generational 
differences in their study by also using data from the NLAAS and sampling 2095 Asian 
Americans with different immigration characteristics over a period of 12 months.  
Like Le Meyer et al. (2009), Abe-Kim et al. (2007) have found that participants 
born in the United States used health services, including mental health services, at a rate 
much higher than those who were born elsewhere, as shown in Table 8. Highest rate of 
service use was demonstrated by third or later generations. Also like the study by Le 
Meyer et al. (2009), Abe-Kim et al. (2007) have found that as age of immigration is 
younger, participants were more likely to utilize health services. However, this increase 
in health service utilization was for general medicine only as the relationship for mental 
health services remained insignificant. Additionally, the study found that U.S. born Asian 
Americans viewed these services as beneficial at a rate that is significantly higher than 
that of immigrant Asian Americans, as show in Table 9.  
Overall, first and second generation Asian Americans are more similar to each 
other in terms of satisfaction and use of mental health services than that of subsequent 
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generations (Abe-Kim et al., 2007). This may be due to the fact that second generation 
Asian Americans still feel a strong tie to their native culture. They are more likely to be 
raised in a home that speaks the native tongue, fed traditional foods, and upheld to certain 
cultural expectations. However, third or later generation Asian Americans may be highly 
Americanized and may have views of mental health that differ from that of the first two 
generations. As a result, the perception of mental illnesses can slowly change as 
immigrant communities move further along their generational line. These changes can be 
due to various reasons. Newer generations are constantly being exposed to a variety of 
cultural views on mental disorders. As they continue to interact with different cultures, 
new viewpoints can form. Likewise, the need to follow their strict cultural guidelines 
may decrease over time. 
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Although only 6% of the population, Asian Americans have been the fastest 
growing minority race, as shown in Table 11 (Herrick & Brown, 1998). Asian Americans 
are made up of diverse cultures and speak many different languages (Aponte, Rivers, & 
Wohl, 1995). First-generation Asian Americans have often immigrated to the United 
States after war has broken out at their native country. The immigration process, itself, 
can be difficult. They regularly have a deeply rooted attachment to their culture because 
Table 9: Perceived helpfulness of mental health services over 12 month period by 
Asian Americans. Adapted from Abe-Kim et al., 2007. 
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their childhood and their elders have been based back in their native country (Hurh & 
Kim, 1990). Unfortunately, on top of the journey in assimilating into a new country, they 
have to fight through racism and stereotypes in order to feel accepted (Kuo & Tsai, 
1986). Many Americans view Asian Americans as highly educated, holders of high 
paying jobs, and from a community where there are little mental disorders (Aponte et al., 
1995). These stereotypes can lead Asian Americans to have self-fulfilling prophecies and 
in effect, make it more difficult for them to comfortably adapt into the United States 
(O’Brien, 2010). Regrettably, many Asians are also raised believing that mental health 
problems can be simply solved through willpower alone. And, they are taught that talk of 
mental issues must not get out of the household. Additionally, treatments are frequently 
delayed due to cultural taboo. These reasons, alongside those listed in Table 10, lead to 
underutilization of mental health services and can lead Asian Americans to greatly 
diminish their mental health over time. Familiarizing and being knowledgeable in the 
causes of limited service use, as shown in Table 10, can aid mental healthcare providers 
in providing a more culturally appropriate treatment plan.  
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Because of the lack of understanding, which can be due to poor communication 
skills and lack of cultural knowledge on both ends, many Asian Americans face with 
their healthcare professionals, it is important to find ways to solidify methods of 
interaction. A combined model that includes Campinha-Bacote’s model and Becker and 
Maiman’s health belief model (HBM) can be a good example of a standard that can be 
beneficial in helping patients and health care professionals recognize and appreciate each 
other’s differences (Herrick & Brown, 1998). A conceptual model is provided in Figure 
Table 10: Factors contributing to the lack of mental health service uses in Asian 
Americans. Adapted from Herrick et al., 1998. 
Table 11: Population distribution in percentage according to race. Adapted from 
Herrick et al., 1998. 
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3. On the most basic level of HBM, demographic elements, such as race, can change the 
diagnosis and treatment plan of certain mental illnesses. However, the integrated model 
really excels once a well-rounded patient history is factored in. The integrated model 
utilizes the knowledge of health professionals and takes into account the cultural 
reference of mental health in different countries to create a model where differences in 
values between the healthcare professional and patient are recognized. It also 
incorporates the patients’ family dynamics along with personal attitudes to create more 
relevant health service plans. Figure 3 reveals a visual representation of this integrated 
model. The center of the model is composed of the patient’s personal history. It is built 
up of variables that change from patient to patient and includes familial, cultural, 
religious, and personal beliefs. The bottom of the model is made up of factors that allow 
medical services to be more desirable. The top of the model is made up of factors that can 
help health care providers become more culturally relevant to Asian Americans. All three 
parts of the integrated model, which include the patient, the doctor, and the service itself, 
needs to work in concord in order for there to be successful delivery of mental health 
services to Asian Americans. All in all, according to Herrick and Brown (1998), in order 
for there to be effective treatment plans, medical health professionals should learn to be 
self-aware of their own culture, find good communication, which may call for the need of 
interpreters, and practice cultural assessment by finding interest in the patient’s culture. 
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Figure 3: Integrated model of Campinha-Bacote’s model and Becker and 
Maiman’s health belief model. Adapted from Herrick et al., 1998. 
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Due to a wide variety of cultural taboos, it is important to treat culturally diverse 
patients differently. Disparities even exist in the type of treatment that immigrants choose 
to partake in (Stewart, Simmons, & Habibpour, 2012). Cultural attitudes of the patient 
and their parents can influence the use of health care services. This is especially apparent 
when treating adolescents (Stewart et al., 2012). The tie that the patients’ parents have 
with their culture can directly affect the course of treatment and have an impact on 
mental disorder acceptance (Ho et al., 2006).  
Aside from the logistics of the treatment plan, satisfaction with a patient’s doctor 
can play a large role in influencing the acceptance of mental health care services (Ngo-
Metzger, Legedza, & Phillips, 2004). In a study by Ngo-Metzger et al. (2004), Asian 
Americans have reported dissatisfaction with their doctors more frequently than 
Caucasians have, as shown on Table 13. Table 13 shows that only 42.82% of Asian 
Americans felt very satisfied to the care received. On the other hand, 64.74% of Non-
Hispanic Whites reported being very satisfied. Additionally, only 55.04% of Asian 
Americans reported having a high level of trust in their doctors when compared to 
71.61% of Non-Hispanic Whites.  
Furthermore, many felt that they could not connect with their physicians, as 
shown on Table 12. Further felt frustration as they reported that they simply had different 
values and attitudes than that of their doctors. Table 12 shows that Asian Americans had 
a higher level of doctor-patient race discordant than that of the data of White participants. 
Table 12 also shows that Asian Americans had lower rates of positive interactions, such 
as the time spent with patients and conversations regarding the patient’s background, 
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with their healthcare providers. As a result, the study found that Asian Americans were 
less likely to seek counsel or help for mental care because of their previous frequent 
negative interactions with their healthcare providers. Since quality of care can be 
reflected through a patient’s experience, improvements in providing adequate mental 
health care services can be made by looking at what Asian Americans look for in a 
physician (Ngo-Metzger et al., 2004). 
 
 
 
Table 12: Experiences with health care provider in white and Asian American 
populations. Adapted from Ngo-Metzger et al., 2002. 
 37 
 
 
Because the four years in college are formative times, it is interesting to see help 
seeking patterns in Asian American students. Abe-Kim et al. (2007) have already 
concluded that Asian Americans have a lower rate of using mental health care services. 
This conclusion extends onto the college student demographics. Asian American college 
students have a lower rate of utilizing resources when compared to Caucasian students 
(Brinson & Kottler, 1995). In an effort to understand why there is such a low rate of use, 
Andersen’s Sociobehavioral Model (SBM) is often used to explain self-seeking 
behaviors.  
SBM divides up the reasons for health service utilization into two categories: 
Environmental and Population. The population category is composed of three 
subcategories, which include need, predisposing characteristics and enabling resources, 
and are helpful in understanding why some students choose help while others opt out of 
it. Some studies have shown that out of the three subcategories, need is the biggest factor 
Table 13: Satisfaction, trust, and wanting to change doctors in Non-Hispanic 
Whites and Asian Americans. Adapted from Ngo-Metzger et al., 2002. 
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in students searching for help (Andersen, 1995). Other studies have also shown that as 
need increases, which correlate with stress and suffering, more students are open to 
finding help (Tracey, Leong, & Glidden, 1986). Predisposing characteristics, on the other 
hand, are made up of variables that cannot be altered. It includes variables such as sex 
and age. Research shows that women have higher rates of health-seeking attitudes than 
men (Komiya, Good, & Sherrod, 2000). Other research shows that as people grow older, 
they are less likely to have health-seeking attitudes (Hu, Snowden, & Jerrell, 1992). 
Regardless, an interesting variable that is also included under predisposing characteristics 
is social support. Social support can include family, friends, and peers. Some studies have 
shown that those with wider social support have greater access to resources (Becker et al., 
1997). Because bigger social support typically means a bigger network, those individuals 
are introduced to a larger array of information, which can include information for 
healthcare. Finally, enabling resources is the last subcategory and includes the 
socioeconomic status of the individual. Typically, by having a higher socioeconomic 
status, individuals have access to choices and are thus less limited by financial 
restrictions. However, with the college population, enabling resources may have less 
weight because most students are able to receive reduced rate or free health services 
(Ting & Hwang, 2009). 
In a study by Ting & Hwang (2009), 107 Asian American college students 
provided data through various questionnaires and scales. Table 4 reveals the overall mean 
and range for the questionnaires. The Brief Symptom Inventory provided information on 
need and distress. Participants showed a range of 0.00 to 0.26 on the levels of distress, 
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with a higher score correlating to a higher level of general distress. The Social 
Interactions Scale provided information on predisposing characteristics, such as social 
support and conflict. The maximum score for both social support and social conflict was 
24.00, with a higher score correlating to larger social support and larger social conflict, 
respectively. Finally, the Vancouver Index of Acculturation provided information on 
acculturation. The scores for acculturation were split into mainstream and heritage 
culture, both showing a maximum score of 90.0. Ultimately, Table 14 shows that Asian 
American college students score on the higher end for the questionnaires measuring 
social support and acculturation while scoring in the middle of the range for the scale 
measuring help-seeking attitudes. 
 
 
Table 14: Characteristics of variables related to help-seeking attitudes. Adapted 
from Ting & Hwang, 2009. 
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 Table 15 also reveals interesting results. Ting & Hwang’s (2009) prior hypothesis 
about need correlating neatly with help-seeking attitudes was proven to be incorrect 
through their data. Rather, their data shows that predisposing characteristics and culture-
related variables play a more important role in help-seeking attitudes. More specifically, 
Table 15 reveals that age and stigma tolerance are the only statistically relevant 
predictors of help-seeking attitudes (r = .31, p < .01, r = .38, p < .001, respectively). An 
increase in age or stigma tolerance, the ability to “withstand cultural stigmatization of 
mental illness” correlated to an increase in help-seeking attitudes (Ting & Hwang, 2009). 
This can be attributed to the fact that college students are in their formative years. 
Because college is a time where social impact is large, their social community can 
heavily influence their behavior. Likewise, Table 15 demonstrates that social conflict is a 
stronger variable in determining help-seeking attitudes when compared to social support 
(r = .06 and r = .03, respectively). 
 
 
Table 15: Correlation between variables related to help-seeking attitudes.  The 
numbers listed above each column corresponds to the numbered variables listed on 
each row. Adapted from Ting & Hwang, 2009. 
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 There are some limitations to the study by Ting & Hwang (2009) that needs to be 
mentioned. All the questionnaires were self-administered, which makes it difficult to 
normalize the data. Also, there were no control groups in the study. Because only Asian 
Americans college students were studied, it is hard to argue that the results are unique to 
the Asian American population. Non-Asians should also be studied in a similar fashion so 
that the data can be more revealing and of interest. Nonetheless, the data from this study 
reveal that young Asian Americans are mostly influenced in finding help by their social 
support system rather than on the basis of need. 
 Finally, a study by Chen et al. (2005), explores ways to engage the Asian 
American community for mental health research. The aim of the study was to explore the 
challenges in executing a successful mental health research on the Asian population. 
They explored the problems and found potential solutions. Because it is most beneficial 
find ways to include the minority groups in these kinds of research, it is important to 
connect and educate these communities. 
 Chen et al. (2005) found that it is most important to decrease the stigma regarding 
mental health and utilize those who command most respect from the Asian population, 
such as elders, professors, high-level government employees, and doctors, to do so. By 
training health care providers to explain how stress and health are connected, and how 
these issues are important to the patient, their family, and the environment around them, 
more individuals are able to become familiar with pressing issues and bring light into 
mental health discussion. Chen et al. (2005) have also found that endorsements by 
physicians and medical directors to be important. Because many Asians place power and 
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respect to physician authority figures foremost, it was found to be critical to have 
information sessions and research projects pushed by healthcare professionals. Physicians 
tended to have a stronger influence on patients than that of an administrative staff 
member.  
 Chen et al. (2005) emphasize the need to adapt all questionnaires into something 
that is culturally appropriate. Even after questionnaires are transcribed into various 
languages, it is important to study the differences in dialect. It is also critical to review all 
questions and answer choices to make sure that the responses are culturally relevant and 
will be clear to the participants (Chen et al., 2005).  
 Finally, Chen et al. (2005) studied how Asians are heavily influenced by their 
community. Community outreach through lectures and programs provided good results. 
Likewise, radio programs were highly successful especially since many Asians search for 
anonymity, which can easily be done through radio dialogue. Printed articles in local 
Asian newspapers also proved to be beneficial in opening up discussions about how 
participating in mental health research can be beneficial for the community. 
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CONCLUSION 
 
As awareness is increasing, more people are actively seeking help. Most schools 
have been placing a focus on the mental health of students. There have also been 
movements of mindfulness through Mental Health Week throughout the United States. 
Yoga lessons and therapy dogs can easily been seen through many schools and hospitals. 
Likewise, there has been increasing conversations regarding psychiatry, discussing the 
prevalence and need to tackle the issue. Many health conventions now aim to include 
focus on mental health services and more often than not, there are numerous panels 
where mental health, especially the mental health of Asian Americans, is addressed.  
 Increased awareness is beneficial for most members of society. It allows for faster 
diagnosis of disorders, which in effect can lead to quicker treatment. This can prevent 
mental disorder from proceeding and can allow for lower dose treatments. Awareness 
also aids in breaking down the misconception of mental illnesses. The topic has been 
becoming less taboo and it is much more accepted in different Asian American 
households. However, increasing awareness can also create some problems. In some 
families, the newer and younger generation may have an easier time opening up to 
utilizing mental health services. Unfortunately, for first generation immigrants, it may be 
difficult to understand why such services are necessary. Many of these immigrants have 
been raised in their native countries, which are often conservative in terms of 
acknowledging mental health, and may have little exposure to the normalcy of such 
mental diseases. As such, the gap between the two generations will increase as they fail 
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to see eye-to-eye on these topics. Also, increasing awareness alone can easily cause 
health care providers and patients to disregard the cultural relevance to mental health. It 
is important to consider the cultural background of all patients as it can change treatment 
plans. Culture also plays a role in forming support groups. Without being sensitive to 
cultural attitudes, it may be difficult to successfully be treated. 
 Although awareness and community education is important in breaking cultural 
taboos, it does not necessary mean that more Asian Americans will access these mental 
health services. Asian Americans are still a very small minority in the United States. The 
Asian population is however increasing at a high rate. However, compared to the grand 
demographic of the U.S., Asian Americans only make up a small portion of it. As such, 
the lobbying by Asian Americans remains limited. Many immigrants fail to take a stand 
and voice their opinion. The government cannot hear their voices. Additionally, because 
many are not naturalized citizens, many do not vote. All these factors limit the resources 
available to the Asian community. Even as funding for mental health increases, those 
aimed at the Asian population is small.  
 Another factor that prevents Asian Americans from accessing mental health 
services is the cost of health insurance. Many live below the poverty line and the amount 
of homelessness has increased. As a result, maintaining mental health is not a priority. 
Rather, only physical symptoms are addressed. Also, if with Asian families living about 
the poverty line, the cost of health insurance is too substantial for many families to bear. 
Many immigrants are self-employed. They do not have the option to belong to a larger 
company’s policy. Unfortunately, the increased cost of health insurance and increased 
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salary are not proportionate. Thus, Asian Americans will choose the lowest health 
insurance plan and seek out physicians only when absolutely necessary.  
To move mental health care services in the correct direction for Asian Americans, 
the community needs to find ways to bridge the gap between different cultural cues 
regarding health. Different models of healthcare may be useful here. It may be beneficial 
to look at how other foreign countries tackle this issue. For example, in many Asian 
countries, hospitals combine the uses of holistic, eastern, and western medicine to better 
help their patients. By looking at the cultural importance of other forms of intervention, 
these countries are able to integrate a system where patients can better understand their 
diagnosis and treatment plan. 
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